INTRODUCTION
"Pierre Robin" is one of the most widely acknowledged diagnostic eponyms in the field of medicine. It is one of the most readily recognized words, yet it is a very poorly understood nonspecific grouping of anomalies. All the specializations in medical science that deals with children having anomalies are familiar with a French stomatologist who described the multiple findings in infants with micrognathia after whom the syndrome is named. [1] A patient having a "syndrome" is the one who has multiple anomalies where all of those anomalies have a single pathogenesis. [1] The word "sequence" is different from the word syndrome. In a sequence, the patient has multiple anomalies and all or some of the anomalies are caused secondarily by one of the anomalies present in that patient. In case of Robin sequence, micrognathia is the primary anomaly. Cleft palate and obstruction of the upper airway are possible consequences of anomalies in the mandible, and the mandibular abnormality may have several different etiology. [2] Here, we report two rare cases of Pierre Robin sequence in children of the same parents who do not manifest cleft of the palate and discuss the diagnostic criteria, the approach to treating the problems, and the prognosis.
CASE REPORT
A 3-year-old male child (Case 1) and a 6-year-old female child (Case 2) were brought by the parents to the outpatient department of oral medicine and radiology with a chief complaint of defect in the mouth since birth. History, as told by the parents, revealed that the two children had defects in the mouth since birth, and both the children had difficulty in breathing during sleep. Medical history when elicited revealed that both the kids were born to nonconsanguineously married couple, at term, with normal birth weight, uneventful antenatal and postnatal period. Both the children had associated breathing difficulties. Family history was noncontributory. Extraoral examination of the Case 1 revealed convex facial profile, low set ears, external ear deformity on both the ears, micrognathic and retrognathic mandible [ Figure 1 ]. Extraoral features of the Case 2 revealed the same facial features, except that the left external ear was normal while the right ear showed deformity [ Figure 2 ]. Interestingly, both the cases showed no cleft palate while both of them gave a history of airway obstruction; hence, there was glossoptosis. Both cases showed restricted mouth opening and decreased thyromental distance. Intraoral examination revealed primary dentition phase in Case 1 with rampant caries and abscess with relation to 84 [ Figure 3 ]. Case 2 showed mixed dentition phase having dental caries with relation to 52, 62, 74, 75, 84, 85 [ Figure 4 ]. A provisional diagnosis of Pierre Robin sequence was arrived at, and differential diagnosis of Stickler syndrome and velocardiofacial syndrome was considered.
Radiographic examination: Panoramic radiograph of Case 1 revealed dental caries with relation to all teeth and presence of permanent teeth buds [ Figure 5 ]. Lateral cephalogram revealed retrognathic and micrognathic mandible and increased gonial angle [ Figure 6 ]. Panoramic radiograph of Case 2 revealed dental caries with relation to 52, 62, 74, 75, 84, 85 and presence of permanent teeth buds [ Figure 7 ]. Lateral cephalogram revealed retrognathic and micrognathic mandible with increased gonial angle [ Figure 8 ].
Both the patients have been assessed for possible association with different syndromes by multidisciplinary approach. Specialists were consulted and a working diagnosis of Pierre Robin syndrome was arrived at. Plastic surgeon and craniofacial surgeon surgeons were consulted, and the patients have been posted for distraction osteogenesis. Postsurgical activation of external distractor will be done bilaterally. Pediatrician, otorhinolaryngologist, and speech pathologist were also consulted.
DISCUSSION
The birth prevalence estimates of Robin sequence is variable ranging from 1 in 2000 to 1 in 30000 live births. Definitions of Robin sequence are variable. Definition is usually based on the triad of micrognathia, cleft palate, and glossoptosis. Nevertheless, others have been advocated. One definition permits the presence of submucous cleft palate. Another consists of micrognathia ± cleft palate ± glossoptosis as evident in our case. Such a view allows cleft palate or isolated micrognathia to qualify as Robin sequence. The binary combination of cleft palate and micrognathia could also qualify for the same diagnosis. [3] The facies is typical and very striking at the time of birth of the infant. The mandible is very small and symmetrically receded. The base of the nose may be flattened. U-shaped palatal cleft or even V-shaped palatal cleft may be present. Difficulty in the inspiratory phase of respiration is apparent, with periodic cyanotic attacks, labored breathing, and recession of the sternum and ribs. This becomes especially apparent when the child is in the supine position. Respiratory difficulty is usually evident at birth although it may not be severe for the 1 st week. Although there is no complete agreement concerning the exact mechanism by which respiratory difficulties are produced, the classic explanation suggests that the micrognathia is the primary culprit and this gives very little support for the tongue musculature. This allows the tongue to fall downward and backward (glossoptosis) into the lower postpharyngeal space, obstructing the epiglottis. In this position, the tongue permits egress of air but prevents inhalation, acting much as a ball valve, causing period cyanosis and sternal retraction. [3] The two most common syndromes associated with Pierre Robin sequence are Stickler syndrome and velocardiofacial syndrome. In Stickler syndrome, mandible has a typical morphology characterized by short ramus of the mandible and antegonial notching of the body of the mandible. Patients with Stickler syndrome has normal intelligence but may have severe ocular abnormalities such as myopia, retinal detachment, and vitreoretinal degeneration. In velocardiofacial syndrome, the mandible is retrognathic with a more normal appearing body of the mandible and without shortening of the ramus of the mandible. These patients usually have cognitive impairment and may have heart malformations with a possibility of late-onset psychosis. [4] A multidisciplinary approach is ideally suited for this task, consisting of specialists from plastic and reconstructive surgery, pediatric otolaryngology, pediatric pulmonology, speech pathology, nursing, pediatric anesthesia, and neonatology. [5] Nonsurgical management of such patients include prone or lateral positioning to solve the airway obstruction, and during infancy, if the child shows continued breathing difficulties, then nasopharyngeal tube is indicated. [6] Addressing feeding difficulties is the second most important aspect of the treatment. Early feeding through nasogastric tube and sodium supplementation in babies with low urinary sodium is the mainstay of management. Temporizing measures such as supplemental oxygen, nasopharyngeal tubes, laryngeal masks, and prolonged intubation are inadequate in infants with severe fixing the issue of micrognathia which in turn improves the glossoptosis. [6] Robin sequence is an infrequent, heterogeneous, and only partly understood entity. Various management strategies are used to treat respiratory and feeding problems as well as dental and craniofacial problems. There are various treatments available such as positioning, nasopharyngeal airway, tongue-lip adhesion, mandibular distraction, and tracheotomy. The choice between treatment schedules depends on the severity of the problems, but decision-making is often based on the treating specialist's preference. At present, it remains uncertain which treatment is best. [7] In spite of well-defined clinical presentation in the literature, the pathogenesis is also very poorly understood, especially its heterogeneity. Genetic counseling of the parents may be of utmost importance because we can closely monitor the subsequent pregnancies for possible precipitation of this syndrome. [8] 
CONCLUSION
Clinicians must be aware of the fact that Pierre Robin sequence can be associated with a large number of syndromes. Pierre Robin sequence may be just the starting point of the identification of a syndrome and its effective management. This is a syndrome that can be associated with medical emergencies, and hence, early recognition and prompt treatment are the way forward.
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There are no conflicts of interest. respiratory distress. The most common methods for surgical management of airway obstruction include tongue-lip adhesion, distraction osteogenesis, and tracheostomy. Distraction osteogenesis of the mandible, first described in 1989 by McCarthy, has become popular as the decisive technique to address the issues associated with Robin anomalad by relieving obstruction of the airway, improving facial cosmetics, and malocclusion correction. The procedure of mandibular distraction stretches the jaw forward. As the mandible is projected forward, the tongue is also pulled anteriorly through its muscular attachments. This technique reverses the sequence of Pierre Robin by
